Background: Older people with multiple chronic conditions and complex health care
It was therefore proposed that with appropriate assistance, the health care needs of this Older Complex Needs group could be; more clearly identified, health care plans produced according to evidence based practice, access to appropriate services facilitated, client health & quality of life improved, and use of hospital emergency and inpatient services reduced. To address the issues surrounding this Older Complex Needs group and other groups of patients with chronic diseases, a 'Patients First' model of care was developed (Smith, Amsing et al., 2003) . The overall goal of the Patients First strategy was to create a patient-centred, sustainable service system that allowed a consortium of acute and community health providers to deliver effective health outcomes to these patients. 1. A 'Gateway System'. Suitable patients who frequently presented to the hospital were identified from hospital records, and upon presentation at the hospital, were invited to participate in the new model of care. They were then screened to ensure they meet the inclusion criteria and if agreeing to participate, provided written informed consent. o Inter-RAI Comprehensive Assessment for Community Care (Heaney, Lydall-Smith, O'Connor, & Tenni, 2003; interRAI-UK, 2002; Morris, Fries et al., 2003) o Comprehensive Quality of Life (Com-QoL) subjective scale (Cummins, 1993 (Cummins, , 2000 Cummins, McCabe, Romeo, & Gullone, 1994) o SF-12 Health Survey (Andrews, 2002; Jenkinson, Chandola, Coulter, & Bruster, 2001; Sanderson & Andrews, 2002; Taylor, Wilson, Grande, & Ben-Tovim, 2000; Ware, Kosinski, Turner-Bowler, & Gandek, 2002) o Carer Strain Index (Sullivan, 2002 (Sullivan, , 2003 Thornton & Travis, 2003) The results of the assessment were used to identify issues for the patient, unmet health care needs, barriers to management of their health by community services and factors putting them at risk of further functional decline. The assessment results were taken to a case conference attended by the Geriatrician who reviewed the medical record to attain a clear picture of the patient's history and resultant interventions. Information from these two sources was then combined and used as the basis for designing an individual care plan for each patient.
In 2003 the Western HARP Consortium implemented two projects using this 'Patients

4.
A suite of services. The Care Facilitators then facilitated the patient's access to the suite of health services they required. They contacted the health services and made appointments for the client, ensuring that the service would be provided in a location accessible to the patient. Examples of services arranged included specialist medical clinics (continence, cognition, and medical outpatients), allied health therapies and carer support services.
Evaluation of the Patients First model when implemented in the Older Complex
Needs project
The evaluation of the project utilised an action research framework with a combination of quantitative and qualitative methods. A summary of selected objectives, indicators and sources of data are presented in table 1. The evaluation is ongoing with 6 monthly reports being made to the project steering committee (composed of representatives of the partnership organizations in the consortium). A selection of the project aims and objectives are reported in this paper, and the data reported here refers to the initial six months of participant recruitment. To gain a better understanding of the care facilitation process, the Care Facilitators recorded details of their activities and participated in focus groups and interviews, which were used to identify the core components of their professional practice. The reported durations of the care facilitation tasks were then subjected to principal component analysis.
Evaluation challenges and responses
1. For much of their data the evaluators were reliant upon many different health care workers to provide complete, valid, reliable, accurate and meaningful data.
This being undertaken in a context in which health staff experience work pressures and data recording may not be a high priority. This resulted in the evaluators receiving incomplete data, overly brief descriptions or categorisations that did not fully explain the scenario, delays in completing data collection and non-responses to requests for data. To address this the evaluators had to take a pro-active approach in asking staff for missing data, cross referencing data from different sources to check its validity (Hospital computer records and Care Facilitator data sheets on each participant) and to develop a positive working relationship with the project's management and staff. One aspect of this was conveying to staff that the evaluation process was an integral part of the project that would provide useful information concerning the efficacy of the model and potential refinements to its workings. It was therefore a positive element rather than an additional burden. Likewise clarification was required concerning the comprehensive assessments, which may have been perceived primarily as evaluation tools, whereas in reality, they had been recommended and/or approved by the clinical specialists for the purposes of providing vital information about the patient, which could also be utilized in the evaluation. (Mateo, Matzke, & Newton, 1998; van-der-Heijden, 2000) . However the direct involvement of the Care Facilitators in the assessment of their role, through focus groups and individual face-to-face interviews, enhanced the sense of ownership of the outcomes and resulted in an improved data collection and reporting practice.
3. Completion of the comprehensive assessment is lengthy and needed to be undertaken over several sessions. Due to the limited capacity of this group to participate in such a task for prolonged periods, assessments initially took many weeks to complete. This made regular reassessments problematic. This was doubly problematic since the health status of people within this group can change rapidly and therefore regular reassessment is desirable from a health care service provision. Therefore a balance between regular monitoring and over-assessing the participants was required.
4. This is a sick group with complex health care needs. Many of the participants have conditions that result in a progressive deterioration of their health.
Consequently using a longitudinal approach to compare their health and Quality of Life is problematic. Likewise cross sectional data using either a comparator group from another region, the records of a group of matched individuals previous years or those who declined to consent is also problematic as the groups may not be matched for medical conditions, health issues, socio-cultural factors, health system availability and environmental factors. Consequently several approaches were required and the indications from each compiled to produce a coherent overview from which inferences could be made using logical reasoning.
5. Some clients declined or refused services, and consequently there were often gaps between the services to which they had been referred and what they actually received. Identifying these gaps required cross-referencing different data sources from different partner organizations, with each using different data recording systems.
6. Whilst the Emergency Department records the primary reason for admission on the discharge file, other confounding factors may not be recorded in the computerised database. It was interesting to note that of the 22 principal diagnoses, Pain syndrome was the most common (13.5%). This may suggest that it was the principal factor affecting the functioning of this group, yet Bodily Pain was not the most significant factor affecting their health and social functioning, according to SF12. Indeed of the 8 constructs it was their second best score. This may be due to the ED department system splitting the different diseases categories, whereas the SF12 clumps their effects. Consequently caution needs to be exercised when interpreting the data, particularly when two different collection tools are used and the evaluation process is not the primary reason for data recording.
Results
Cohort Characteristics
In accordance with the HARP-CNP recruitment criteria all participants were aged 65 years and over, had presented to the Emergency Department at Western Health at least four times in the previous 12 months and, presented with two or more of the preliminary risk factors. The following preliminary risk factors were identified among the project's participants: This difference was statistically significant (Wilcoxon test Z = -6.48, p<0.001) and for a cohort of 74 participants suggests a saving of 284 Emergency Department presentations a year. As indicated above, some of this reduction may be due to the selection of recent frequent presenters and possible regression to the mean, but when considered along with other data, it suggests that a major contributor is the model of care contributing to improved health status, improved self-management and access to alternative and appropriate health care services.
Evaluation of Objectives -Client Health status and Quality of Life
Difficulties were encountered in attaining longitudinal data that could be used to determine changes in health status and quality of life. These were outlined in the above section on evaluation challenges. However longitudinal monitoring will occur as the project progresses. were adequately managed by other agencies or programmes, which meant that they were not suitable for recruitment. A further 114 either declined consent (27.2%), did not respond (52.6%) or died (14.9%). Based on the total number of eligible participants (n = 199), there was a 30.1% non-response rate and a 15.6% decline rate. The high number of potential participants who did not respond to letters inviting them to participate in the project was identified as a concern. These were primarily individuals who had been discharged from ED before a Care Facilitator could meet with them. Given the concern that many of these individuals may have been able to benefit from the programme, the project team applied for permission and received approval from the ethics committee to contact the applicants by telephone, to explain the project and invite their participation. • Proportion of screened and eligible patients who are recruited.
Evaluation of Objective -System functioning
Care Facilitation and Co- Facilitator spread sheets
• Changes in use of inpatients services 
